Gastrointestinal tuberculosis was common before the advent of effective antituberculous chemotherapy but has become distinctly less sol. Nevertheless, the incidence of tuberculous infection has ceased falling and there has been a change in the pattern of the disease with a rise in nonpulmonary disease, particularly in patients from the Indian subcontinent2.
CASE HISTORY
A 42-year-old man from Pakistan was treated at another hospital for a perianal swelling thought to be an abscess. It was incised and drained but, despite initial healing, it recurred a few weeks later. On referral to our hospital with abdominal pain due to peptic ulcer disease a left-sided discharging perianal fistula was noted, and surgical exploration showed that it extended to the ischiorectal fossa and supralevator area; no internal opening into the rectum was seen. Histological examination revealed a single non-caseating granuloma with negative Ziehl-Neelsen stains for tuberculosis. Diagnostic polymerase chain reaction (PCR) for Mycobacterium tuberculosis complex primers was negative. Barium studies of small and large bowel showed no evidence of inflammatory bowel disease. Serum alpha-I acid glycoprotein was marginally raised at 1.2 g/L (normal 0.4-1.1). Fluorescent antibody titres for amoebiasis were negative. Chest X-ray was normal. The patient became febrile and reported increasing pain in his left hip, worsened by external rotation. He was examined under anaesthesia and further biopsies and microbiological samples were taken. Magnetic resonance imaging (MRI) showed an increased signal down the left thigh medial to the femur and superiorly along the iliacus inside the pelvis (Figure 1 ).
Despite the negative investigations it was decided to treat empirically with antituberculous drugs and, in fact, cultures from the second curetting subsequently grew a single colony of a fully sensitive M. tuberculosis. After 10 days' treatment with quadruple therapy (rifampicin, isoniazid, pyrazinamide and ethambutol) his fever settled and his fistula stopped draining. A repeat MR scan of the pelvis two months after the start of treatment showed a reduction in the iliopsoas abscess. Given the unequivocal identification of the latter organism, primary lung infection is still possible, albeit undetectable by plain chest radiography. In a major retrospective survey from India3 9 of 122 fistulae were tuberculous, nearly all the patients were men, and in 7 this was the first manifestation of tuberculosis. In this group chest X-ray abnormalities were rare (3 of 19). However, in European reports, tuberculous and anal fissures have often been associated with pulmonary disease4 5.
We were initially loth to diagnose tuberculosis in view of the non-specific histological findings, the normal chest Xray and the negative PCR. Nevertheless, the low-grade fever and the non-healing fistula in a man from the Asian subcontinent prompted a trial of chemotherapy for presumed paucibacillary gastrointestinal tuberculosis. We believe that the subsequent culture of M. tuberculosis and the response to treatment confirms this to be a tuberculous fistula. Treatment with antituberculous chemotherapy without a firm histological or bacteriological diagnosis is still occasionally necessary, particularly in febrile patients from communities where the background level of tuberculosis is high. Whereas a response to a combination of isoniazid and ethambutol is specific for tuberculous infection, the emergence of world-wide drug-resistant tuberculosis has led to the World Health Organization to recommend the use of four drugs in the initial phase of treatment of all forms of tuberculosis.
The differential diagnosis of perianal fistula is long, and the more common causes include a primary fistula-in-ano, perineal injury, pelvic sepsis, hidradenitis, thrombosed haemorrhoids and inflammatory bowel disease (particularly Crohn's disease). Infectious causes (actinomycosis, tuberculosis and lymphogranuloma venereum) are distinctly rare. With extensive local sepsis spreading to the thigh, the main differential diagnosis would be Crohn's disease or tuberculosis. Slowly healing fistulae are normally associated with Crohn's disease but in this case the patient's ethnic origin and the hip involvement made a trial of antituberculous chemotherapy essential. Two features led to a delay in diagnosis the completely normal chest X-ray, and the negative PCR. The place of molecular microbiological techniques in the diagnosis of paucibacillary tuberculosis is still unclear but false negative results are known to occur and the conventional microbiological techniques are not outmoded6.
